Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1). War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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War and poverty are 'extraordinary conditions created by human intervention' and 'preventable public health problems. ' War and poverty have many negative effects on human health, especially women's health. Health problems arising due to war and poverty are being observed as sexual abuse and rape, all kinds of violence and subsequent gynecologic and obstetrics problems with physiological and psychological courses, and pregnancies as the result of undesired but forced or obliged marriages and even rapes. Certainly, unjust treatment such as being unable to gain footing on the land it is lived (asylum seeker, refugee, etc.) and being deprived of social security, citizenship rights and human rights brings about the deprivation of access to health services and of provision of service intended for gynecology and obstetrics. The purpose of this article is to address effects of war and poverty on the health of reproduction of women and to offer scientific contribution and solutions. tal. Fifty married women with unexplained infertility, aged between 23-39 were considered as a case group; while 50 healthy women aged 26-47 years (at least with one normal pregnancy) were regarded as a control group. Members of both groups did not show any genital tract infection, and none of the women had received antibiotics or corticosteroids at least for 15 days before samples were taken. Furthermore, all female patients were normal regarding the uterus and fallopian tubes status (assessed by laparoscopy or hystrosalpingography), hormonal factors, ovarian related tests, thyroid and adrenal gland function. The male partners of these women were normozoospermia. The blood samples were taken from women and centrifuged (3000 rpm) at room temperature for 10 minutes to separate serum, and then kept in at -20°C until further analysis. Approximately 15-30 ml of urine samples were collected in sterile containers and incubated at 2°C-8°C as overnight and then 10-30 ml of the supernatant was centrifuged. The obtained pellets were kept at -20°C for further experiments; it can be used for DNA extraction within two months.
Immunoassay Detection of Mycoplasma hominis
The antibodies in both groups were measured using indirect ELISA kit (Euroimmun IgG indirect immunofluorescence test Mycoplasma, ELISA EUROIMMUN, New Jersey, USA) according to manufacturer's instruction. The slides were observed under a microscope with black background and a magnification of 400. All objects reflecting green light were considered positive, while the objects reflecting red light were negative.
Molecular Detection of Mycoplasma hominis in Urine
The extraction of bacterial DNA from the urine of patients was carried out according to manufacture instruction (QIAGEN DNA Mini Kit Qiagen, Hilden, Germany). And the PCR for M. hominis was performed using DNA-Technology kit (DNA-Technology Research and Production Company, ZAO, Russia). The PCR conditions are shown in Table 1 . The PCR products were loaded in 2% agarose gels and stained with ethidium bromide (0.1%).
Mixed Agglutination Reaction Test-IgG Class (MAR Test)
The test was performed according to the manufacture instruction (FertiPro MAR test, Fertipro, Beernem, Belgium). In summary, serum, after thawing, were inactivated for 30 minutes at 56°C water bath and then diluted at a ratio of 1 to16 with Ham's F10 without albumin. Results are expressed as the percentage of agglutinated sperm (0%-10% negative, 10%-40% suspected and above 40% positive). Results were analyzed by chi-square test in SPSS software. P < 0.05 was considered statistically significant.
Results
In this study, the urine and serum samples of 50 women with unexplained infertility (primary infertility n = 37 and secondary infertility n = 13) and 50 healthy women were investigated. The average age of the infertile and control groups was (35.58 ± 5.17 years) and (32.34 ± 3.74 years) respectively, and did not show any statistically significant difference (P > 0.05). The prevalence of antibody against M. hominis (IgG) in infertile women and in the control group did not represent statistically significant difference as shown in the Table 2 (P = 0.13). Furthermore, as shown in Table 3 , the prevalence of antibody against M. hominis in primary and secondary infertile women did not show significant difference (P = 0.58).
The electrophoresis results of PCR products for M. hominis gene are shown in Figure 1 . In general, there was no one having M. hominis as determined by PCR in both groups. The prevalence of ASA in infertile and fertile women did not show any significant difference (Table 4 ; P = 0.31).
On the other hand, the prevalence of ASA in current or (Table 5 ).
Discussion
M. hominis is the most common bacterial cause of sexually transmitted infections. The immune response of the host and genetic predisposition play vital role in pathogenesis of long-term complications following infection (14) . It is very crucial to realize why and how some of the women produce ASA and how the immune system causes their infertility. However, the aspects that influence the production of ASA in some women are not well addressed. Besides, the reason why most women do not develop an immune response upon exposure to sperm is not well understood (15) (16) (17) . This case-control study was carried out to study the relationship between past (detected by PCR) and current Mycoplasma infection (determined Indirect ELISA) and ASA in asymptomatic women with primary or secondary infertility, aiming to determine the association between Mycoplasma infection and produced ASA in women that has not yet been well understood. Previous studies have shown that the prevalence of M. hominis in Iranian women is between 16%-40% depending on the measurement method (18) (19) (20) (21) (22) (23) . In this study, the prevalence of current infection with M. hominis in as- ymptomatic infertile women and control was 18% and 8% respectively, while, the prevalence of past infection with M. hominis, in fertile and infertile women was 0%.
In the Unites States, the prevalence of infection with M. hominis was 1.3% and in Poland (determined by biochemical method) was 3.7% indicating that the prevalence of infection was lower as compared with Iran regarding to the present study (24, 25) . Najar Peerayeh et al (23) and Vatani (5) showed that prevalence of Mycoplasma in infertile women was 16% and 13.3 % respectively, indicating higher prevalence as compared with the present study. In our study, the prevalence of ASA was 0% and 2% in infertile and fertile women, respectively. In several other studies, different results were obtained in comparison with the present study. Haas et al (26) reported that 13% of women were positive for ASA. Witkin showed that the prevalence of anti-sperm antibodies was 15% as determined by ELISA (27) , while in another study conducted by Mandelbaum et al (28) 15% of women had ASA against sperm head proteins.
Here, the prevalence of antibodies against M. hominis for M. hominis current infection did not show a significant difference between fertile and infertile women. In addition, the prevalence of past and current infection with Mycoplasma did not show statistically significant difference between the primary and secondary infertile women. This is not accepted that risk factors for mycoplasma infections is only limited to the duration of active sexual behavior, while, having multiple partners can be more effective (29) . Low prevalence of M. hominis in the present study is consistent with the other studies indicating 3%-8.7% in infertile women without any symptoms. One explanation for these variations in the prevalence can be the differences in the study population, applied methods, infection of male partner or the other causes of infertility in different studies (30) . No association between current or past infection with Mycoplasma and unexplained infertility was found in the present study. In contrast, previous studies have been reported a positive correlation between past infection with M. hominis and subfertility (14, 31, 32) . Exposure to Mycoplasma heat shock proteins, can significantly affect mucosal immune system by the release of cytokines (IFN-A, IL-10 and TNF-A) leading to severe immunopathological conditions associated with infertility. These results are observed in infertile women with infection while such an issue has not been reported in infected fertile women (33, 34) . This may be due to differences in the types of infertility in women (women with unexplained infertility in comparison with subfertile women in this study).
Conclusion
This study did not find any significant correlation between current or past infection in women with M. hominis and unexplained infertility. In addition, there was no significant relationship among current or past infection with M. hominis and ASA. This may show that M. hominis infection could not induce ASA production. In addition,
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